
Reproductive and sexual health of older women in
developing countries
Women and their healthcare providers face unique needs and challenges

More than 20% of the burden of disease
among women of reproductive age is
connected with sex and reproduction.1 In the

developing world—where a woman’s lifetime risk of
death from maternal causes is 33 times that of her
counterparts in developed countries2—many women
face risks associated with pregnancy and childbirth,
unintended pregnancy, sexually transmitted infections,
and HIV/AIDS. An estimated 105 million married
women in the developing world face an unmet need
for contraception.3

Despite the clear need to focus resources on women
of reproductive age the global health community also
needs to ensure that the health needs of older women,
including their reproductive and sexual health needs,
are addressed. Well over half of women over age 60 live
in developing countries.4 As they age women face both
physical and cultural barriers to optimal health.5 Studies
in developing countries have found that women experi-
ence gynaecological problems throughout their repro-
ductive years and beyond, in part due to the limited
medical care they receive during labour and delivery,
combined with high parity.6 As they move towards
menopause and beyond they are at risk from symptoms
associated with hormonal changes, heart disease and
stroke, gynaecological malignancies, osteoporosis, and
various genitourinary conditions.7

Ageing women also suffer from the lifelong effects
of sexual bias and low social status, which can be espe-
cially burdensome in developing countries. Further-
more, many older women disproportionately bear the
emotional and economic burdens associated with their
role as family care givers, as they are responsible for
looking after ageing parents, older husbands, and
orphaned or abandoned grandchildren. The HIV/
AIDS pandemic has dramatically heightened these
demands.

Healthcare providers in developing countries often
have limited information about the physical, psycho-
logical, and social problems of ageing. Women
themselves may not seek care, often because they
accept the physical discomforts associated with gynae-
cological problems, menopause, and ageing as
natural.8 Older women may not understand their
unique health risks or know that screening tests can
detect health problems early and that treatments are
available for many specific reproductive health
concerns. Physical and financial limitations may
further limit their access to services.

As women age, for example, their family planning
goals shift from spacing births to preventing further
childbearing. When choosing a contraceptive method,
older women and their healthcare providers need to
consider declining fertility, conditions that may contrain-
dicate certain methods, and the potential impact of con-
traceptives on menopausal symptoms and risks.9 With
increased understanding of these issues, healthcare pro-
viders can offer more appropriate care.

As women reach menopause they may need help
to manage symptoms. Reported symptoms of meno-
pause vary in nature and frequency across regions.
Women’s perceptions of menopause also vary. In some
cultures women view menopause positively, focusing
on freedom from menstruation and the relaxation of
social restrictions that comes with old age. In other
regions women view menopause as a medical problem
that requires intervention.7

After menopause, women face new long term
health risks, including hormonal changes that contrib-
ute to an increased risk of cardiovascular disease and
osteoporosis. Changes in hormone levels during and
after menopause also may lead to decreased sexual
libido, sensitivity, and response; vaginal atrophy; and
diminished vaginal lubrication, all of which interfere
with sexual pleasure.10

Healthcare providers need training that enables
them to treat these immediate health problems, reduce
risks of long term disease, and improve the quality of
life of women as they age. Reproductive health
programmes, which already serve women during their
childbearing years, are well positioned for caring for
women as they approach menopause and beyond. Pro-
viders, for example, can help ensure that women have
access to appropriate contraceptive methods as they
move into their late 30s and 40s. Depending on
resources, other appropriate services for older women
may include counselling about menopause and its
symptoms as well as elements of a healthy lifestyle such
as diet and exercise.

Healthcare professionals also need to provide
screening and treatment of gynaecological disorders
including reproductive and urinary tract infections,
uterine prolapse, and fistulas. Screening and treatment
of precancerous cervical lesions is a clear need in many
developing countries, particularly in sub-Saharan
Africa, Latin America, and South Asia.11 In some
regions, screening for breast cancer and treatment also
may be feasible. Medical management of women at
high risk of fractures and cardiovascular disease should
be considered, as should support services for women
caring for family members living with HIV and AIDS
and orphaned grandchildren.

Programme managers for reproductive health must
consider both the extent of the problems and their pro-
grammes’ ability to address them. Some services, such as
counselling, can be inexpensive and relatively easy to
integrate into existing programmes (although good
counselling requires effective training, monitoring, and
appropriate educational materials). Other services
require significant training for providers and special
supplies and equipment. Routine screening for breast
cancer, for example, is not cost effective unless the inci-
dence is high and there are diagnostic and treatment
centres to which women can be referred.12

To attract older women to clinics, programme
managers must address a range of barriers to access.
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Public awareness campaigns can help overcome some
of these issues, while also promoting active and healthy
lifestyles. Outreach programmes also are a valuable
supplement to clinic based services for older women.
Community based activities, including support groups
and volunteer health promoters, hold special promise
since they can maximise the interest and resources of
the elderly themselves as well as the wider community.

No matter which interventions are selected,
expanding services for older women will place new
demands on healthcare providers. Providers should
receive pre-service and refresher training to learn how
to counsel women and treat common health problems.
Equally important, educational programmes should

aim to change providers’ attitudes so that they value
older clients. Following the lead of international agen-
cies and local programmes, the global health commu-
nity must work to address the health needs of older
women, especially in the world’s poorest countries.

Christopher Elias president
(celias@path.org)

Jacqueline Sherris strategic program leader, reproductive
health
Program for Appropriate Technology in Health, 1455 NW Leary Way,
Seattle, WA 98107, USA

Competing interests: None declared.

1 United Nations Population Fund. The state of the world population 2002.
New York: UNFPA, 2002. www.unfpa.org/swp/swpmain.htm (accessed 4
Apr 2003).

2 Population Action International. A world of difference: sexual and reproduc-
tive health and risks—the PAI report card 2001. Washington, DC: PAI, 2001.

3 Ross JA and Winfrey WL. Unmet need for contraception in the develop-
ing world and former Soviet Union: an updated estimate. Int Fam Plann
Perspect 2002;28:138-43.

4 Bonita R. Women, ageing, and health: achieving health across the life span. 2nd
ed. Geneva: World Health Organization, 1998.

5 Kols AJ. Older women. In: Reproductive health outlook. Seattle: PATH, 2002.
www.rho.org/html/older_women.htm (accessed 4 Apr 2003).

6 Kane P. Priorities for reproductive health: assessing need in the older
population in the Asia-Pacific region. Medscape Women’s Health 2001;6(4).
www.medscape.com/viewarticle/408946 (accessed 4 Apr 2003).

7 Senanayake P. Women and reproductive health in a graying world. Int J
Gynaecol Obstet 2000;70:59-67.

8 Jejeebhoy S, Koenig M, Elias C. Community interaction in studies of
gynaecological morbidity: experiences in Egypt, India and Uganda. In:
Jejeebhoy S, Koenig M, Elias C, eds. Reproductive tract infections and other
gynaecological disorders. Cambridge: Cambridge University Press, 2003.

9 WHO Department of Reproductive Health and Research. Improving
access to quality care in family planning. Medical eligibility criteria for
contraceptive use. 2nd ed. Geneva: WHO, 2000. (WHO/RHR/00.02.)

10 Gelfand MM. Sexuality among older women. J Womens Health Gend Based
Med 2000;9(suppl 1):s15-20.

11 Sherris J, Herdman C. Preventing cervical cancer in low-resource settings.
Outlook 2001;18(1):1-8. www.path.org/files/eol18_1.pdf (accessed 4 Apr
2003).

12 Kols AJ. Breast cancer: increasing incidence, limited options. Outlook
2002;19:1-8. www.path.org/files/eol19_4.pdf (accessed 4 Apr 2003).

Balancing benefits and harms in health care
We need to get better evidence about harms

Should kids be plastered with sunscreen this sum-
mer? Is this likely to be more beneficial than
harmful? How would we know? For example,

sunscreen use has been associated with overexposure
to the sun, perhaps because of overconfidence in its
abilities.1 2 Might there also be a potential risk of devel-
oping contact allergies, skin irritation, and rare but
severe adverse effects? People making a decision about
whether or not to use sunscreen need reliable evidence
on the balance of benefits and harms. The same is true
of all healthcare interventions, and unfortunately
reliable evidence on harms is often lacking.

Great progress has been made in obtaining reliable
evidence on the beneficial effects of interventions, but
developments in the identification, interpretation, and
reporting of harmful effects is more challenging.
Randomised controlled trials are the best way to
evaluate small to moderate effects of healthcare
interventions, and much of the evidence for benefits
from treatment comes from such studies. However, they
are not always suitable to evaluate harms, and this was
made clear during a recent meeting jointly organised by
the Cochrane Collaboration and BMJ Knowledge in
London.

There are various problems with randomised con-
trolled trials in relation to harms and some of these
problems affect systematic reviews too. Firstly, trialists
may know which benefits to assess but may be unaware
of potential harms of the interventions they are testing.
Identifying unexpected harms is difficult when the

delay between the intervention and the onset of side
effects is long or when a cumulative exposure is neces-
sary to trigger the harms. Harms may be measured or
grouped differently among trials, making it almost
impossible to summarise, aggregate, or interpret the
evidence in meaningful ways. The debate about the
potentially serious cardiovascular effects of cyclo-
oxygenase-2 (COX 2) inhibitors illustrates some of
these problems. Serious cardiovascular effects associ-
ated with the use of COX 2 inhibitors have been iden-
tified recently3 4 because they were not systematically
searched for in previous trials.5 All this can lead to
harmful drugs continuing to be used for many years
before a warning is raised.

Problems exist with detection also. Rare harms may
turn out to be more common than anticipated once
flagged, but providing effective and balanced infor-
mation to doctors and the public may be a complex and
lengthy process. Even if the information is collected it
might not be reported or indexed consistently well.6

Adverse effects can also be confused with the
symptoms of the condition being treated. People
taking analgesics for headache may develop analgesic
induced headaches.7 Until this was discovered people
with migraine might have thought their condition was
getting worse, increased the amount of analgesics they
took to compensate, and found themselves being
exposed to even more of a harmful treatment.

Raising the alarm about a potential harm can also
do more bad than good if the quality of the evidence or
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